Physician-assisted death (PAD) has long been a strongly debated moral and public policy issue in the United States, and an increasing number of jurisdictions have legalized this practice under certain circumstances. In light of changing terminology, laws, public and professional attitudes, and the availability of published data about the practice, we review key concepts and terms in the ongoing PAD debate, moral arguments for and against PAD, the current legal status of PAD in the United States and in other nations, and data on the reported experience with PAD in those U.S. jurisdictions where it is a legal practice. We then identify situations in which emergency physicians (EPs) may encounter patients who request PAD or have attempted to end their lives with physician assistance and consider EP responses in those situations. Based on our analysis, we offer recommendations for emergency medical practice and professional association policy.
S
ince the announcement by Dr. Jack Kevorkian in 1990 that he had used his "suicide machine" to assist the death of a patient with Alzheimer disease, physician-assisted death (PAD) has been a hotly debated moral and public policy issue in the United States (US), and an increasing number of jurisdictions have legalized the practice under certain circumstances. 1 In light of changing terminology, laws, public and professional attitudes, and more published data about the practice, ethicists and professional medical organizations have re-examined physician obligations, though not specifically from the perspective of emergency physicians (EPs). [2] [3] [4] This article will provide a brief review of:
1. Key concepts and terms in the ongoing PAD debate; 2. Moral arguments for and against PAD;
The current legal status of PAD in the United
States and in several other nations; and 4. Data on the reported experience with PAD in those U.S. jurisdictions where it is a legal practice.
The article will then identify situations in which EPs may encounter patients who request PAD or have attempted to end their lives with physician assistance and will consider EP responses in those situations.
KEY CONCEPTS AND TERMS
As is the case with other morally controversial issues such as abortion and the rationing of health care, the choice of terms to refer to the practices in question in PAD is itself a matter of considerable debate.
Despite disagreement about what terms should be used, there is general agreement that physician assistance in dying can occur in two major ways. First, physicians can provide patients with a prescription for lethal medication and instruct them on how to take that medication. Patients can fill the prescription and then ingest the lethal dose of drug(s) to end their lives at a time of their own choosing. Second, physicians themselves can perform an action that directly causes a patient's death, most commonly injection of a lethal drug dose. Several nations have legalized both of these practices for certain patients; in the United States, however, the jurisdictions that have legalized PAD to date permit only the first of the above practices.
Over roughly the first 15 years of the current US debate over PAD, the two terms most commonly used in the medical, bioethics, and legal literature were "physician-assisted suicide" for the former practice and "euthanasia" for the latter practice. 5 Within the past decade, U.S. proponents of the practice called physician-assisted suicide have argued that this term should be abandoned, to avoid inappropriate associations with negative psychological and moral attitudes toward suicide. 6 Multiple terms with more neutral or positive connotations have been proposed to replace it, including "physician-assisted death," "physician aid in dying," "hastening death," and "medical assistance in dying." Opponents of PAD, in contrast, continue to use the term physician-assisted suicide, presumably because they are convinced that it more clearly indicates the nature of this action and that the negative moral connotations of this term are appropriate. 7 The remainder of this article will use the terms "physicianassisted death" (PAD) and "physician-assisted suicide" interchangeably to refer to the first of the two practices described above, that is, physician provision of a prescription for a lethal medication with instructions on how to take that medication.
MORAL ARGUMENTS FOR AND AGAINST PAD
Over the past quarter-century, multiple commentators have articulated moral arguments both for and against PAD. 2, [8] [9] [10] Defenders of PAD typically conclude that this practice should be a lawful option for willing patients and their physicians, and critics maintain that PAD should be prohibited by law. The basic arguments are well known and have not changed significantly over the course of the debate.
Major arguments offered by proponents of PAD include the following:
• Respect for autonomy: As autonomous moral agents, people approaching the end of life should be free to choose to die in an effective, painless, and nondisfiguring way, with the aid of a willing physician.
• Consistent treatment: Patients whose survival is dependent on life-prolonging medical treatments may choose to hasten their deaths by discontinuing those treatments. Therefore, patients approaching the end of life who are not dependent on lifeprolonging medical treatments should also be able to hasten their deaths through ingestion of a lethal medication prescribed by a willing physician.
• Relief of suffering: Patients should be able to receive physician aid in dying to prevent foreseen and undesired significant suffering inflicted by a terminal illness or lethal injury.
Major arguments offered by opponents of PAD include the following:
• Sanctity of life: Because all human life is sacred, human beings should not choose to hasten their deaths. Therefore, they should not take their own lives and should not seek or receive the assistance of physicians in committing suicide.
• Abuse: Physician-assisted suicide should be prohibited because this practice is susceptible to serious abuse, most notably manipulating or coercing vulnerable patients to take their own lives or eroding the safeguards to encompass patients who lack decisional capacity.
• Physician integrity: Physician-assisted suicide should be prohibited because this practice undermines the integrity of medicine as a healing profession that is dedicated to caring for patients with advanced illness and is opposed to killing. The legal practice of physician-assisted suicide will erode patients' trust that their physicians are committed to protecting and extending life.
In the now protracted debate over PAD, scholars have analyzed these and other arguments and offered multiple responses to them. Proponents of PAD, for example, argue that the statutory conditions and procedures for access to PAD are sufficient to prevent abuses of this practice. Opponents of PAD argue that palliative and supportive care practices are able to relieve the physical and emotional suffering of patients approaching the end of life and so PAD is not needed to prevent that suffering.
THE LEGAL STATUS OF PAD
In a pair of eagerly awaited 1997 decisions, the U.S. Supreme Court rejected lower-court assertions of a constitutional right to physician-assisted suicide and authorized states to enact legislation either permitting or prohibiting this practice. 11, 12 By late 2018, eight U.S. jurisdictions (seven states and the District of Columbia) had legalized the practice of PAD. Oregon was the first state to do so, in 1997, followed by Washington and Montana in 2009, Vermont in 2013, California in 2015, Colorado and the District of Columbia in 2016, and Hawaii in 2018. 13, 14 With the exception of Montana, where the right to PAD was established by a state supreme court decision, statutes in each of these jurisdictions impose a similar set of conditions on access to PAD. To be eligible for PAD, persons must:
1. Be residents of the jurisdiction in which their request for PAD is made; 2. Be at least 18 years old; 3. Be able to make and communicate health care decisions; 4. Have a terminal illness, that is, an illness that physicians judge will lead to death within 6 months; and 5. Be able to self-administer and ingest the prescribed medication.
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Two physicians must certify that patients meet all of the above eligibility criteria. Patients must make two oral requests for PAD to their physicians; these requests must be at least a set number of days apart. They must also make a written request for PAD. Additionally, Hawai'i requires a mental health screening. If all of these conditions are met, physicians may provide a prescription for a lethal medication; they may also refuse to honor requests for PAD. 11 In addition to these U.S. jurisdictions, six other nations (Belgium, Canada, Colombia, Luxembourg, Switzerland, and the Netherlands) have legalized PAD. 10 All of these nations except Switzerland have also legalized the practice of physician-administered euthanasia. On November 29, 2017, Victoria became the first Australian state to enact legislation legalizing PAD. 15 
U.S. EXPERIENCE WITH PAD
Public health departments in three states (Oregon, Washington, and California) have published annual reports summarizing patient data reported by physicians who have provided prescriptions for lethal medications under their PAD statutes. [16] [17] [18] Oregon's most recent report provides the most extensive data on PAD; it includes information about the 1,967 people who received prescriptions for lethal medications and the 1,275 who died from ingesting lethal medications in Oregon from 1998 through 2017.
14 Of the patients who died from ingesting lethal medications during this period:
• 96.3% were white; • 98.7% had private or governmental health insurance;
• 90.2% were enrolled in hospice; • 72.5% had at least some college education; and • 77.9% had cancer as their underlying illness.
These patients' most common reasons for requesting PAD, as assessed by their prescribing physicians, were loss of autonomy (90.9%), loss of ability to engage in activities that make life enjoyable (89.5%), and loss of dignity (75.7%). Inadequate pain control was identified as a concern in 25.8% of these patients. The rate of PADs in Oregon has increased over the years since its legalization, but in 2017 it was still less than 0.4% of total deaths in that state. Data on PAD from Oregon and other states may inform evaluation of the potential for abuse of this practice.
WHAT ROLE FOR EMERGENCY PHYSICIANS?
Given the ongoing controversy over the practice of PAD, morally responsible EPs may interpret their duties in different ways. In light of this, and of the expanding legalization of the practice, EP responses in the following situations deserve consideration:
Patients Who Request PAD As described above, dying with physician assistance in those U.S. jurisdictions where this is a lawful option is a multistep process, including three separate requests for PAD and satisfaction of multiple eligibility criteria. The large majority of patients seeking PAD, therefore, are likely to approach physicians with whom they have an ongoing relationship, such as their primary care physicians or oncologists. Patients' personal physicians are also likely to be in the best position to determine whether their patients meet all of the eligibility criteria for PAD. Because they do not typically provide continuing medical care, EPs are unlikely to receive requests for PAD. It is nevertheless possible that a person may present to a hospital emergency department (ED) and request assistance in dying from an EP on duty in that setting. How should the EP respond?
To honor such a request in accordance with statutory requirements, the EP would need to determine that the patient satisfies all of the eligibility criteria for PAD, obtain confirmation from a second physician that the patient meets those eligibility criteria, arrange for an additional oral and a written request from the patient after the prescribed waiting periods, and be personally willing to honor the patient's request. Because the mission and setting of the ED are not well suited for this process, we believe that the overwhelming majority of EPs would choose not to honor requests for PAD. If, however, an EP is willing and can competently undertake all of the required steps in this process, we know of no in-principle reason why he or she should be prohibited from doing so, in jurisdictions where PAD is permitted. Nevertheless, in keeping with standard practice for patients with professed suicidal ideation, EPs may initiate psychiatric evaluation and seek palliative care consultation whenever indicated.
Patients Who Have Ingested Lethal Medication in Accord with the PAD Law of That State or Jurisdiction
The Oregon Public Health Division's most recent 2017 summary of PAD outcomes reports 34 "complications" among the 1,275 deaths from ingesting lethal medications in Oregon since 1998 and an additional seven patients who regained consciousness after ingesting lethal medications. 13 If these data are representative, complications after ingesting lethal medications are very infrequent. If a complication does occur, however, patients may present to the ED for assistance. How should EPs respond to this situation?
Emergency physicians' initial involvement may occur if families or patients call emergency medical services (EMS) first responders when the patient does not die after ingesting medication prescribed to cause death. If patients have portable orders for end-of-life care, such as physician orders for life-sustaining treatment (POLST) or portable do not attempt resuscitation (DNAR) orders, EPs and EMS directors should advise EMS responders to respect these portable orders regarding interventions ranging from invasive life-prolonging measures to noninvasive respiratory support to palliative interventions only. If called to the scene, EMS should generally transport patients in this circumstance to facilities to optimize palliative interventions, unless arrangements for available and sufficient hospice care are already in place. Orders for limited interventions and palliative interventions only remain subject to rescission by patients with decision-making capacity or their legally authorized surrogates; in that case, aggressive EMS interventions to preserve life are appropriate.
In a 2001 analysis of the moral problem posed by patients arriving in the ED after ingesting a prescribed lethal medication, Moskop and Iserson 19 identified three options: 1) aggressive intervention to preserve life, 2) palliative care only, and 3) assistance in completing the suicide. These authors cautioned EPs against active assistance in completing the suicide by providing additional lethal medication in this circumstance. EPs have only limited information about these patients, and they are unable to carry out the required statutory steps for providing these drugs. Moskop and Iserson advised that EPs should provide only comfort care if they have reliable evidence that the patient's intention is to complete the dying process but should take active measures to preserve life if they have reliable evidence that patients have changed their minds and no longer desire to end their lives. If evidence regarding the patient's intention is lacking or ambiguous, EPs should treat the patient promptly with the degree of aggressiveness that they judge to be medically indicated.
Patients Who Have Ingested Lethal Medication in Accord with PAD Law of That Jurisdiction but Who Present in a Neighboring Jurisdiction
These circumstances will occur if residents of a jurisdiction that has legalized PAD cross borders to a nearby hospital located in a jurisdiction that has not approved PAD, POLST, or other portable medical orders designed to guide interventions. Although most states do not provide reciprocity for other states' portable orders (and so don't provide immunity from liability for honoring those orders), we maintain that these orders provide significant evidence of the patient's wishes and so can be used as a reliable guide to treatment.
Patients Without Decision-making Capacity or Surrogates
For patients appearing without decision-making capacity or accompanying surrogates, EPs should intervene ACADEMIC EMERGENCY MEDICINE • February 2019, Vol. 26, No. 2 • www.aemj.org as they would for other patients by providing beneficial treatment until they can clarify goals of treatment. Because they lack information about the patient's wishes, EPs should pursue appropriate life-sustaining treatments that may be discontinued when more information is available.
RECOMMENDATIONS Advocacy
Multiple U.S. medical professional societies condemn the practice of PAD and oppose its legalization. Others have adopted a neutral stance on this issue, and none has formally endorsed PAD. There are areas where EP professional organizations should be at the forefront of advocating for change and for patients' rights. Since PAD is not a primary EM issue, however, we propose that EP organizations maintain a position of neutrality, following many other professional societies and state medical boards.
EP Participation
The ED is not a practice setting conducive to complying with the requirements of current PAD laws. For example, Oregon specifies that the prescribing physician should be a "physician who has primary responsibility for the care of the patient and treatment of the patient's terminal disease." 20 Rarely does the EP function as the primary physician for a patient. Most patients who choose PAD are dying of cancer, and generally EPs are not experts in estimating life expectancy in these disease processes. Moreover, the single encounter model of the ED would not enable the required review process and waiting periods in each state's law. For all of these reasons, we recommend that EP professional organizations not support EP participation except in special circumstances. Individual EPs should be free to express and defend their views on PAD.
EP Treatment after Ingestion
Although reports from states with a legal practice of PAD provide evidence that significant complications of PAD are rare, EPs should still consider the scenario of a patient who presents to the ED after an incomplete or failed PAD attempt. In this situation, the EP is not the legally authorized prescriber of the lethal medication, and administration of IV medications with the intent to cause death would be euthanasia, not PAD, and would violate state homicide laws. For these reasons, we conclude that the EP should not administer additional lethal medication in the ED. The EP should, however, respect patient wishes as indicated by advance directives and portable medical orders, such as portable DNAR orders and POLSTparadigm orders. EPs should respond to a "failed" attempt at PAD with appropriate comfort care measures and support for family members, even though comfort care measures might hasten death as an unintended consequence of the effort to provide comfort. In the event that the patient "changes his or her mind," supportive and invasive care would be appropriate. We recommend caution in circumstances where the patient is unable to speak for him or herself and a family member insists that "everything must be done." Ethically appropriate surrogate decisions should reflect patient choices even though the surrogate may have statutory authority to rescind portable medical orders.
SUMMARY
As additional states choose to legalize physicianassisted death, emergency physicians are well advised to consider their professional role in the care of patients who, with support of their primary physicians, choose this course of action. Because the ED is not well suited to support the practice of physician-assisted death under current guidelines, we recommend that emergency physicians not provide this service, absent special circumstances. We argue that emergency physicians should not provide lethal medication to complete physician-assisted death in the ED, but that they should honor patients' treatment wishes, including wishes expressed in advance directives and portable physician orders. Finally, because most emergency physicians will not provide physician-assisted death, we recommend that emergency physician professional organizations not endorse a position for or against the morality or legalization of physician-assisted death.
